
SPECIAL SERVICES PRIOR AUTHORIZATION – 
REQUEST/AUTHORIZATION FORM 

 
 
 

 
This form is provided in PDF format to be used by 
Medical/DME Supplier, Orthotic and Prosthetic 
Providers, Speech Type 80 Providers, and Hearing Aid 
Dealers.  
 
Once filled out this form m ay be faxed to:  
 

(517) 335-0075 
 
 

Please provide a copy of the medical 
documentation, which supports the requested 
services, including current doctor’s script.  



SPECIAL SERVICES 
PRIOR APPROVAL - REQUEST/AUTHORIZATION 

Michigan Department of Community Health 

1. Control Number 

NOTE: APPROVAL REFERS TO SERVICE AND DOES 
ROT GUARANTEE RECIPIENT ELIGIBILIN. 

12. - Name (Last, FM, Mldrwe InMal) 

16. F~~~lder’s Address (Nunhr, Streef, CRy. State, .I’@) 

CONSULTANT USE ONLY 11. P&r AulhotQ~Ikm No. 

2. 3. 4. 5. 6. 7. 6. 9. 10. 

I I I I I 
13. Type 14. ID Number 15. Provideruseonfy 

17. Phone Nun&w 

10. Redplenlb Name (Last, F&W, MMdte IMal) 19. Sex 20. ID Nuder 
I 

21. B(cth Date 22. coullly 

23. ma Adbsar iIvumber. stree(. CXV. State. 2~) 
I I I I 

124. DOW PalieM Reside In a Nursfng 

25. Rekrrhg Physician’s Name (Last, Fht, MMrk, InHa/) 

126.Typ I 

27. ID Number 

I 

28. Phone Number 

29. R&rring PhysIcIan’s Ackkess (Nvmber, Strwt, Cfy, State, I@) 

DESCRIPTION OF SERVICE 
(Include brand narm and model nuntwr where appllc&le) 

Oil 
02 

03 

04 

05 
36. Primaty Dlagnos& Desutptbn and Prescriptbn (Quote Physician Order) 37. Remarks andlor Documentatbn d Medical NecessNy 

36. In&ale Any Other Services Provided To This Rec@ienl Dudng the Past Year 

32. 
PmcedWe 

Code 

33. 34. 35. -rv -rpe MOdlSer 

I 

39. PROVIDER CERTIFICATION: The pallent named above (parent lf minor or authorized represetiattve) understands the necessity to request prior approval for the servkes 
lndicaled ln Hem 31. I understand the services requested herein require prbr approval and ll approved and submined on the appropriate lnvolce. payrneti and satklaclbn of 
approved services will be from Federal and State funds. 
under applicable Federal w State Law. 

I understand that any false daims. statements or documents or concealment of a matedal fad may be prosecuted 

Provider Signature Date 

CONSULTANT USE ONLY 
40. 41. 42. 

APPROVED AS: DISAPPROVED 

PRESENTED NO ACTION 

AMENDED INSUFF. DATA cl 
c4xlsullalll sgrlalure Date 

MSA-1653-B (Rev. 4-96) Prevbus edHbn may be used. 

MAIL TO MDCH 


